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Introduction: A proportion of patients do not get symptomatic relief after cholecystectomy because there
is an overlap in the symptomology of biliary and gasroduodenal pathologies. In our unit all the patients
are offered gastroscopy prior to Cholecystectomy. Aim of this study was to evaluate the efﬁcacy of
gastroscopy in all patients with upper abdominal pain irrespective of ultrasound ﬁndings.
Material and methods: This retrospective study was carried out, between Jan 2001–Oct 2003. All the
patients undergoing laparoscopic cholecystectomy by a single surgeon were studied. Group 1 (n ¼ 61)
were not endoscoped before the operation (Jan 2001–May 2002). Group 2 (n ¼ 60) had routine
endoscopy carried out before surgery (June 2002–October 2003). The results were entered in a database
and analyzed.
Results: Total of 240 laparoscopic cholecystectomies were carried out. Female to male ratio was 4:1. In
Group 1, the recurrence or persistence of symptoms was 20/61 (32.78%) patients who were not scoped. In
Group 2, all patients were scoped with positive ﬁndings in 35% of the patients. All were treated for the
pathology and only 2(3.3%) had recurrence or persistence of symptoms.
Conclusion: The routine use of gastroscopy before laparoscopic cholecystectomy helps to reduce
persistence of symptoms and is recommended.
 2010 Published by Elsevier Ltd on behalf of Surgical Associates Ltd.1. Background
A proportion of patients do not get symptomatic relief after
cholecystectomy. As their symptoms are not entirely due to
cholelithiasis they unnecessarily undergo the risks associated with
laparoscopic cholecystectomy. The diagnosis of cholelithiasis has
steadily increased because of the common access to ultrasound
examination.1,2 The ultrasound ﬁnding of gallstones may be inci-
dental and peptic ulcer disease of the stomach or the duodenum,
gastro-oesophageal reﬂux or hiatus hernia may be the true cause of
pain.
Symptomatology of upper GI diseases can be overlapping. Upper
abdominal pain may be secondary to either cholelithiasis or
gastroduodenal diseases.opy; USG, Ultrasonography;
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To evaluate the use of routine OGD on all patients undergoing
laparoscopic Cholecystectomy.
3. Methods
A retrospective analysis was carried out in accordance with UK
clinical governance guidelines, and was approved by our institu-
tional audit department. The study period was January 2001–
October 2003. Two hundred and forty patients undergoing elective
laparoscopic cholecystectomy by a single surgeon during the study
period (34 months) were studied.
Almost equal numbers of patients (Group 1, n ¼ 61 and Group 2,
n¼ 60) were studied fromboth the groups. Group 1 (n¼ 61), did not
have OGD as a routine investigation prior to laparoscopic cholecys-
tectomy, from Jan 2001 to May 2002 (17 Months). Group 2 (n ¼ 60),
had OGD as a routine Investigation from June 2002 to Oct 2003 (17
Months). The results were entered in a database and analyzed.
4. Results
Total of 240 laparoscopic cholecystectomies were carried out.
Gender distribution was equal between both the groups (female to
male ratio ¼ 4:1).ssociates Ltd.
Table 1
Group 1 (Jan 2001–May 2002) Group 2 (June 2002–Oct 2003)
Total no of patients, n ¼ 61 Total no of patients, n ¼ 60
No of patients who had OGD’s
performed: n ¼ 13 (21%)
No of patients who had OGD’s
performed: n ¼ 60 (100%)
Positive ﬁnding: (29%)
Gastritis ¼ 2
Hiatus hemia ¼ 2
Others ¼ 1
Normal ¼ 8
Positive ﬁndings (35%)
Gastritis ¼ 14
Hiatus hemia ¼ 5
Gastritis and hiatus hernia ¼ 1
Gastric polyp ¼ 1
Normal ¼ 39
Number of patients with recurrence/
persistence of symptoms n ¼ 20
(32.78%)
Number of patients with recurrence/
persistence of symptoms n ¼ 2 (33.3%)
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Patients had varied presentation; the symptomatology of both
the groups was compared. Thirty ﬁve patients in Group 1 presented
with epigastric pain as compared to 25 in Group 2. The ratio of
patients who presented with right hypochondriac pain between
the two groups was 3:4; 16 patients in Group 1 as compared to 20
in Group 2. Apart from the difference in these two symptoms, the
other symptoms such as vomiting, bloated abdomen, heartburn,
indigestion, jaundice and pancreatitis were almost equally preva-
lent in both the groups (Graph 1).
4.2. Risk factors
Patients were compared for associated risk factors between the
two groups; both the groups were found to be comparable for the
main risk factors associated with the Upper GI diseases.
4.3. Ultrasound ﬁndings
In the majority of patients undergoing laparoscopic cholecys-
tectomy, preoperative abdominal ultrasound scans showed
gallstones. This was the case in all but 3 patients in Group 1 and 4
patients in Group 2. The indications for surgery in these patients
included biliary sludge, gallbladder polyp, empyema of the gall-
bladder and acalculus cholecystitis. Hence almost equal number of
the patients had gallstones in each group and all the gallbladders
having gallstones had some degree of pathologically proven
inﬂammatory change on histology.
4.4. OGD and follow-up ﬁndings
The minimum period of follow-up post cholecystectomy was 6
months. All patients in Group 2 (100%) underwent preoperative
OGD. In Group 1, 21% of patients also underwent OGD. In these
patients OGD had been requested by physicians or general practi-
tioners prior to surgical assessment. Group 1 and Group 2 had 29
and 35% positive OGD ﬁndings respectively. The main OGD ﬁndings
were gastritis, hiatus hernia and gastric polyp. In Group 1, the
recurrence or persistence of symptoms was in 20/61 (32.78%).
In Group 2, all of whom underwent preoperative OGD and
treatment of positive ﬁndings, only 2 (3.3%) had recurrence or
persistence of symptoms at six months.
In Group 1, persistence of symptoms was 32.78%. This suggests
that one third of patients who undergo cholecystectomy without
prior OGD remain symptomatic (Table 1).Graph 1. .5. Discussion
An upper GI endoscopy has been recommended in patients with
nonspeciﬁc upper abdominal pain, history of peptic ulcer disease
and persisting pain after laparoscopic cholecystectomy.3 The
majority of patients presenting to general practitioners with
chronic or colicky upper abdominal pain undergo ultrasound
examination. Ultrasound is non-invasive, readily available and
inexpensive. After ultrasound detection of gallstones the main
focus of the attending clinician stays around treating the gallstones
and further investigations to rule out other pathologies that may
produce similar symptoms are seldom considered. Almost all of the
patients with proven gallstones are referred to surgeons with
a view to performing laparoscopic cholecystectomy. With the
advancement in laparoscopic skills, laparoscopic cholecystectomy
has become a very common and safe operation. As cholecystectomy
become a safer and amore routine laparoscopic procedure. Patients
may consent to surgery without as much consideration as they had
done in the past, when it was performed with a much more inva-
sive open technique.
A proportion of patients experience similar pain after laparo-
scopic cholecystectomy. The cause of this pain may be peptic ulcer
disease, hiatus hernia or other causes. These patients should ﬁrst
have been investigated to rule out gastroduodenal pathology before
undergoing operation to remove gallstones. This approach will not
only decrease persistence of symptoms but can also be helpful in
detecting gastroduodenal pathologies at an early stage.
Rassek et al. recommends that investigation of the upper
gastrointestinal tract must precede an elective cholecystectomy.
His study showed that out of 960 patients for elective cholecys-
tectomy, 589 underwent gastroscopy, Although 56% had normal
gastroscopy, 11.3%(113 patients) underwent a change in plan of
therapy because of the OGD ﬁndings.4 Diettrich et al. also suggested
preoperative endoscopy of the Upper GI tract in patients under-
going cholecystectomy to exclude other gastrointestinal disorders.
His study suggested 31/100 patients had abnormalities on OGD
resulting in changed plan of therapy.5 Schenk et al. suggested that
because of the high incidence of simultaneous disease in the upper
GI tract, preoperative OGD should be performed before elective
surgical therapy of symptomatic cholelithiasis. In his study, 1064/
1143 (93.1%) patients underwent OGD and 30.2% (345 patients) had
pathological ﬁndings. Of these, 68.3% were inﬂammatory in nature.
28 patients (2.5%) underwent additional GI surgical procedures
along with cholecystectomy and bile duct exploration. 227 (19.8%)
underwent pharmacological treatment of the GI disease after their
biliary surgery.6
Thybusch et al. discuss the value and therapeutic implications of
routine OGD before cholecystectomy. In his study 160/338 (47.3%)
patients undergoing cholecystectomy also had OGD. Among those
he observed peptic ulcer disease (in 6.8%), gastric erosions (1.8%),
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(3%) and gastric cancer (.6%). Findings on OGD did not necessarily
correlate with clinical symptoms. In 8.3% of patients the OGD
ﬁndings inﬂuenced management and surgery was postponed
awaiting medical treatment. Further, two patients with gastric
cancer underwent gastrectomy.7
Sosada et al. recommend routine panendoscopy for each patient
who qualiﬁes to undergo laparoscopic cholecystectomy. He sug-
gested that in asymptomatic cholelithiasis, pain is because of
a peptic ulcer. Out of 2800 treated for cholelithiasis, OGDwhichwas
performed 1–4 days prior to surgery, showing pathological changes
in the stomach or duodenum in 1187(42%) patients; gastric ulcer in
179 (6.4%), duodenal ulcer in 127 (4.5%), gastritis in 375 (26.3%),
polyps in 143 (5.1%) and cancer in 3 (.1%) patients. The surgery was
delayed for patients with ulcers and they were treated appropri-
ately. 16 patients were asymptomatic after healing of the ulcer, thus
they were proven to have asymptomatic cholelithiasis and
a cholecystectomy was not performed.8
Although before getting diagnosed with gallstones, patients
may have previously undiagnosed functional gut disease9 but the
most important aspect still lies within the domain of good history
taking and clinical examination. The initial appropriate investiga-
tion by the primary referring general practitioner should be based
on good initial assessment.
Selective endoscopy has also been recommended by Beyermann
et al. (1992). However only 11% of their total study cohort had
endoscopy out of 610 patients. But even with those ﬁgures they
have suggested that routine OGD should be performed in patients
with history of upper abdominal pain and discomfort.10
The current retrospective study has its own limitations. Prior to
embarking on a prospective randomized study, the results from this
retrospective data analysis serve as a hypothesis for using the
concept of routine OGD before cholecystectomy. Another important
issue to address would be the cost effectiveness of routine OGD for
every patient, instead of performing it in only those who have
unresolved pain after laparoscopic cholecystectomy. Our study is
limited to identifying the prevalence of persistent symptoms in
patients who had their OGD ﬁndings treated prior to laparoscopic
cholecystectomy. Among all those patients who undergo cholecys-
tectomy, those who are proven to have cholecystitis, gallstone
pancreatitis, and empyema of the gallbladder will require chole-
cystectomy regardless of OGD ﬁndings. However, for those patients
who do get diagnosed on incidental grounds and undergo chole-
cystectomy, it will be a very cost effective move to perform the
routine OGD prior to cholecystectomy. As an unwarranted laparo-
scopic cholecystectomy for incidental gallbladder ﬁndings would
cost £1861 on average and the patients are also unnecessarily sub-
jected to the possible complications of gallbladder surgery. In addi-
tion, as shown in our study, one third of the patients who do remain
symptomatic after cholecystectomy end up having an emergency or
elective gastroscopy which would cost about £560 and for an
emergency gastroscopy the patient usually gets hospitalized during
the emergency periprocedure admission as well that costs an addi-
tional £277 per night hospital stay (Total ¼ 560 þ 277 ¼ £837). So
taking into account the difference of about 30 percent, in the pres-
enceof persistent symptoms inboth the groups inour study, the total
additional avoidable cost of cholecystectomies in Group 1 would
have been about £33498.When included, the overnight hospital stay
for these patients, the total cost increases to £38,484 as compared to
the cost of about £22,400 for normal endoscopies in two third of the
patients who had routine OGD before cholecystectomy in Group 2.The routine use of OGD before laparoscopic cholecystectomy in
the presence of proven gallstones may also result in change of the
management plan due to detection of other pathologies such as
peptic ulcer disease or hiatus hernia, thereby reducing post-
operative persistence of symptoms.
6. Conclusion
In our study routine use of OGD resulted in detection of other
coexisting pathologies in about one third (33%) of patients. All of
these OGD ﬁndings lead to a change in the management plan for
these patients. The endoscopic ﬁndings were treated before lapa-
roscopic cholecystectomy leading to a very low rate of post-
operative persistence of symptoms (3.3%).
This study suggests OGD should be considered as a routine
investigation before laparoscopic cholecystectomy especially in
those selected group of patients, who do present with overlapping
upper GI symptoms. The data suggest that routine use of OGD
before laparoscopic cholecystectomy will help to reduce post-
operative persistence of symptoms and may reduce overall chole-
cystectomy rates. Such policy in our view would be clinically and
economically beneﬁcial.
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